SUMMARY: In a five doctor group practice a system was devised for collecting information about morbidity and practice activity. A structured 'day sheet' was used to record the doctors' case load and this information was then transferred on to a computer file. The computer was programmed to produce monthly morbidity returns and practice activity analyses, printed out in a format that allowed easy comparison to existing published data.
Introduction
Medical Reception Station, Rheindahlen is a five doctor group praotice serving some 10,000 soldiers, civilians and families attached to the British Army of the Rhine. There are two GP trainers and three trainees, the practice being split between Rheindahlen and an outlying surgery at Miinchengladbach.
The trainees were interested to know how their work compared with their civilian counterparts. Monthly morbidity figures and details of practice activity analyses are published in GP Update and general figures are published by Her Majesty's Stationery Office in the National Morbidity Surveys. It was to produce figures that were easily comparable to civilian sources that this system was devised. One of the features of the practice is a high population turnover (approaching 40~£ in 1979) . This high turnover makes it difficult to maintain up-to-date statistics by hand. It was felt that the methods originally described by Eimerl and subsequently employed by the Royal College of General Practitioners Research Unit were too cumbersome for general day-today use and provided more information than was really needed. The practice was fortunate enough to have access to a main frame computer, which already held information from which an age/sex register could be constructed. This computer was used to sort the information and produce it in the format required.
Data Collection
All GP's in the army are required to keep some sort of record of the cases they see in order to provide a rough estimate of their work-load for the Medical Directorate. It was an extension of this system that was adopted and took the form of a structured clinic sheet (Figure 1 ). This was completed by the doctor as he saw his patients. The left hand half of the form is mainly for the doctor's benefit and provides him with a running 'log diary' of the cases he sees. The reception staff can complete the patient's name and status etc. and it is up to the doctor to fill in his diagnosis. This half of the form is for the doctor's use and never leaves the Medical Centre, (the disposal column refers to fitness for duty of soldiers). The right hand half of the form is a data punch entry form and was designed for computer input. Entries on this half of the form were made in numbers which represented various codes.
Boxes two to five were concerned with doctor identification as each doctor and medical centre was allocated it's own code. Box one primed the computer to process the information_ Number 1 was entered here if the information was to be recorded or number 2 if the information in the subsequent columns was to be deleted (as in the case of a changed diagnosis).
Box six is where the patient's status group was recorded and the codes used are shown in Table T . ::r: This assigns a code number to some 500 diagnoses which may be precise entities (e.g. Diabetes Mellitus =091) or vague symptoms we all know so well (e.g. Back pain (ill-defined) =425).
In addition, code numbers were given to certain 'practice activities' (Table IJ) .
practice as published in Update (Table In) . However because the computer was used, further breakdown of the crude incidence figures was possible. The total number of new episodes of illness (Le. incidence) in each disease group of the classification was shown, split into male and female groups. This was then further split down and the following columns showed how the diseases were spread between the different age groups in the practice, and finally between the different status groups.
The next print-out kept the same format but showed the total morbidity for each disease group such as, the total number of consultations both initial and subsequent that each illness generated. This provided a better reflection of work load; especially where chronic diseases were concerned. ' Whilst looking at work load we also wanted to see how our 'practice activities' compared with other practices and how individuals compared within the practice. Table IV shows the activities that were Thus at the end of each consultation it was necessary to write down in code the patient's status group, whether the consultation was new or old, the patient's sex, year of birth, diagnosis and whether 'activity' accompanied the consultation such as, referral to Xray.
This part of the form which contained no information from which it was possible to identify individual patients, was then separated and sent to the Computer Centre where the information was fed in. Various programmes were applied and the information was printed out monthly.
Print-out of Information
The format of the print-outs was designed to give figures that were easily compared to published material.
Thus the first print-out showed how our practice compared with a typical 'city' or 'country' Finally we wanted to build up our own morbidity figure to compare with national surveys.
Table V shows part of a print-out on which every disease in the RCGPCD can be shown. In practice nil returns were suppressed by the computer. It shows the monthly crude incidence of every disease or 'symptom' that occurred and again this figure was then split to show both the age distribution within our various status groups. These crude figures will be collected at the end of a year and then statistically corrected to allow for our typical population spread. It will then be possible to compare our practice with National Morbidity Survey figures.
Discussion
At first sight the completion of the daily clinic .' " 
